1. The greater trochanter was carefully protected during the preparation of the femoral canal. The cancellous bone of the greater trochanter is largely removed before the impaction of the rasps into the canal, which minimises the difficulty in insertion into the proximal femur. The lateral wall of the greater trochanter is further protected by one assistant using a hand to slightly push the wall medially. A modular prosthesis was recommended for its better contour design for the proximal femoral canal. Prophylactic cerclage may help sometimes although it is hard to set it in the right position. 2. We agree with the statement that in general the soft tissue tension of the ipsilateral limb is higher after lesser trochanteric osteotomy than that after subtrochanteric osteotomy. Notwithstanding this consideration, the results of follow-up did show the low incidence rate of neurovascular injuries, which is in line with a previous study of the effect of lengthening the limb on the sciatic nerve [2] . In addition, shortening the femur when performing subtrochanteric osteotomy will cause a leg length discrepancy after surgery, which may be the reason for chronic low back pain [3] . 3. Different from subtrochanteric osteotomy, we managed to correct the abnormal anteversion angle of the proximal femur and to insert the stem parallel to the longitudinal axis of the femoral canal cross section. Moreover, the anteversion angle of the acetabular cup needed to be set less than normal. Although no significant correlation was found between post-operative dislocation of the prosthesis and its anteversion angle, we agree with the author that managing combined anteversion angle of the cup and stem into the range from 30 to 45°would decrease the risk of post-operative dislocation [4] . Overcorrection of anteversion that causes posterior hip dislocation should be avoided especially for those with bilateral hip dysplasia which is usually combined with excessive lumbar lordosis.
